HEALTH ASSESSMENT e b
Address | | City | [T | | zip | | Phone| |
Email | | Date of Birth | | Preterea [Jlext
Method [ call
i ? Of Contact ;
AWAKEN How did you hear about our program? [Emai
, i , HYDRATION
Describe where you are in your health now. weight, sieep, stess, energy, eic) How much water do you drink each dOY? ! I
How much of other beverages?
Coffee Soda Tea Alcohol

Describe where you would like to be in your health.

Please describe WHY you are interested in getting healthy.
(What is your main Moftivation,..Relafionships, activities, how you will feel, etc)

When was the last time you remember feeling your best in your
health or being at your ideal weight or size(if thot's part of your goal)?

Medical

*We recommend that clients contact thelr healhcare provider before siarting and throughout thelr weight loss joumnaey.

Are you Pregnant ? DYes DNO
Are you Nursing? DYesDNo If yes, how old is your boby?::

Do you have the following:

I:l Dicbetes Type 1
I:l Diabetes Type 2
I:l High Blood Pressure

[:] Gout

Are there any food or other allergies
that | should be aware of:

Are you taking any medications for:

I:l Diabetes

[] High Biood Pressure
D Lithiurm?
[] thyroic

D Coumadin (Warfarin) *
D High Cholesterol

Are you taking other medications or do you
have other medlcal condltions that could
influence which program we choose: ——9|

e T
Lhnaim The heathaang providey may weh 1o adust frequency of Iab wonk far the Chant g moniior.

“Thvrexdt Medhcatons: The heaithcore providor may wisth 10 monitor thyroid hormona levals whila the Clien! is on the Frogrom and agiust medication
*Goumardn (Warfarinj. The healtheore provider may wish Jo ieview lood chaical, conduct iob work andlor odiust medicalion

i DA".Y ROUTINE & HABITS Research shows that there are 7

significant factors Thar contibute
SLEEP fo overall physical heaith,
How many hours of sleep do you typically ge‘r?[::]
What fime do you typically go to bed? ]

Wake up?[ | Qudlity of Sleep?|

Do you wake up feeling rested? | |

MOTION (On a scale of 1-10)
How would you rate your energy level?

What physical activities do you participate in?

How many times a week do you exercise?

Are there things you can't do that you would like to be
able to?

STRESS (On a scale of 1-10)

How would you rate your stress level?

What de you do for work?

How much do you enjoy what you do?

Are there other stressors in your life?

EATING HABITS
How many meals per day do you eat? [:I

When do you eat your first meal? !
When do you eat last meal? I:::::]

Do you snack between meals?| |

What kind of snacks? | [
How many fimes a week do you eat out? | ]
Where? |
WEIGHT

Current Weight Goal Weight Height
g

Have you fried to lose weight before? | ]

What has been most difficult about losing/maintaining weight in the past?

SURROUNDINGS (Cn a scale of 1-10)
How healthy would you rate your suroundings?

(Do you have hedalihy & active friends, supporiive family, keep junk food in the house, efc,)

| |

Is there anycne in your life who would like to get healthy with you?

l l

Ravisar 2118121




